Abstract: Nephrotic syndrome may occur in malignancies like Hodgkin Disease and other solid tumors due to glomerulonephritis, amyloidosis or other causes. However, it is rare in peritoneal mesothelioma. We report a 42-year old female patient with peritoneal mesothelioma and nephrotic syndrome together with a review of literature (Tab. 1, Fig. 3, Ref. 7) . Full Text in free PDF www.bmj.sk.
Malign mesothelioma (MM) is a rare neoplasm of serous membranes, like pleura, peritoneum, tunica vaginalis and albuginea. Peritoneal MM incidence in the United States of America is 2,2/1000000, and it is 1000-fold higher in Turkey, especially in the regions, which are endemic for asbestosis, such as Kapadokya (1, 2).
Nephrotic syndrome (NS) may occur due to membranous glomerulonephritis, minimal change glomerulonephritis and amyloidosis in cancer patients. Ten percent of idiopathic NS cases also have cancer (3). It is uncommon in malign mesothelioma. Pleural MM patients with NS were reported in literature in early 1990s and it was shown that most of them had the minimal change glomerulonephritis (4, 5). However, it is very rare in peritoneal MM. In this report, we present a 42-year old female patient with NS and peritoneal MM.
Case description
A 42-year old female patient was admitted to the hospital with an abdominal distention for 2 months. Her 'Eastern Cooperative Oncology Group' performance status (ECOG) was 2. On physical examination, she had ascites and abdominal tenderness, but did not have either defense or rebound. She had bilaterally pitting pretibial edema (+/+). She was born in Corum, a city, which is rich in asbestosis, and had exposure to asbestosis for 15 years in early years of her life. She had bronchial astma, which was well controlled by avoiding precipitant factors and hypertension regulated by diet. There was no pathology on arterial blood gases. Her
Tab. 1. Laboratory tests with normal values.

Patient
Normal Creatinine (mg/dL) 1.9 0.5-0.9 Albumin (g/dL) 3.1 2. creatinine level was high, and she had hypoproteinemia with hyperlipidemia on laboratory tests (Tab. 1). Her creatinine clearence was 57 ml/minute with proteinuria (16.8 g/day). Laparoscopic biopsy of omentum revealed a tumor infi ltration (Fig. 1a, 1b) . There was no objective response to chemotherapy including carboplatin and gemcitabine. The patient underwent surgery for intestinal and peritoneal implants besides pouch of Douglas on intestinal explorative laparotomy, since she had symptomatic disease. There was diffuse and strong calretinin expression with keratin 5/6 positivity in tumor cells on immunhistochemical staining (Figs 2 and 3) . She was diagnosed with peritoneal MM. She refused renal biopsy for NS etiology. Ascites fl uid was exudate with (fl uid/serum) ratios as 0.34 for protein and 0.3 for lactate dehydrogenase. She received a supportive care with diet, salicylic acid and ramipril for NS. Ascites and proteinuria regressed with supportive care. Proteinuria was 1.6-2.5 g/day and creatinine level was 1.4mg/day. She did not need a dialysis. Although she had a chronic renal failure and NS, her renal size was not small on urinary ultrasound. Amyloidosis was ruled-out by duodenal biopsy. She has been followed-up for 9 months with a mild ascites.
Discussion
Malign mesothelioma is more common in Turkey and may be considered as one of the most important and specifi c diseases for the country. Furthermore, we believe that discussing almost rare variants might contribute to literature.
Peritoneal MM should be kept in mind for the patients who are admitted to the hospital with ascites, especially for those living in the regions, which are endemic for asbestosis. Hypoalbuminemia is common in malignancies. Peritoneal fl uid is frequently exudate in malign ascites. However, it might have transudate characteristics in the patients who have both malignancy and NS, like in our case. We have better consider NS in the patients who have anasarca edema, hyperlipidemia, hypoproteinemia and proteinuria (>3 g/day), even with pathologically documented peritoneal MM. Amiloidosis may occur secondary to chronic diseases. If a patient has a chronic renal failure (CRF) without small renal size, like our patient, we should perform biopsy to rule out amyloidosis. Duodenum, rectum, subcutaneous fat tissue and gingiva are appropriate sites for biopsy.
Renal biopsy was planned to clarify the etiologies of NS and CRF, however she refused. Then, we performed duodenal biopsy to rule out amyloidosis. The biopsy was not compatible with amyloidosis as it was discussed before. The improvement in our patient with diet, salicylic acid and ramipril emphasizes the importance of supportive care. Furthermore, the debulking surgery, which decreased tumor load in our patient, might have also contributed to the improvement, since removing tumors may lead to regression of nephrotic pathologies related to malignancies. In conclusion, we consider that NS might have occurred as a paraneoplastic syndrome in our case.
Malign mesothelioma is moderately chemosensitive. Platin, antifolates and doxorubicin are the most effective chemotherapeutics. However, the response rates with these agents are almost lower than 20 % (6).
Cytoreductive surgery and intraoperative hypertermic perfusion therapy increases the survival rates (7). Curative surgery is generally not possible in peritoneal malign mesothelioma, but debulking surgery may contribute to quality of life. A multidisciplinary approach including debulking surgery, chemotheary and radiotherapy may have better survival rates (2).
In conclusion, fl uid characteristics should be evaluated in all patients who are admitted with ascites or effusions. Malign ascites is exudate. If cancer patients, especially those living in the regions which are endemic for asbestosis, have transudate ascites with hypoalbuminemia and proteinuria (>3 g/day), NS accompanying the malignancy should be considered. The supportive care for NS should be applied besides the primary cancer treatment. 
